Treatment of internalizing disorders in youth often entails a multimodal approach, including pharmacotherapy, psychotherapy, and systems-based intervention in familial, school, and social settings. Prior to selecting appropriate treatments, a comprehensive, lifetime assessment employing multiple informants (youth, parents, teachers) and methods (questionnaires, semi-structured evaluation, clinical interview) should be conducted. Given the high rate of co-occurrence of multiple internalizing disorders, comorbidity of mood and anxiety with other psychiatric problems, and symptom overlap across diagnostic categories, thorough assessment taking into account differential diagnoses is essential. Following evaluation, treatment selection should be based on the primary presenting problem, degree of impairment, and current evidence. For moderate-to-severe adolescent depression, a combination of cognitive-behavioral therapy (CBT) with pharmacotherapy (e.g., selective serotonin reuptake inhibitors [SSRIs]) has the strongest empirical base. Mounting evidence also supports the use of CBT and interpersonal therapy (IPT) as monotherapies for depressed youth. CBT for depression involves identifying and challenging cognitive distortions, behavioral activation, problem solving, and emotion regulation, while IPT aims to reduce interpersonal conflict via interpersonal problem-solving and communication skills. For pediatric bipolar disorders, family psychoeducation about the etiology, course, and treatment of mood disorders, plus skill building (problem solving, CBT, communication, emotion regulation), should be employed adjunctive to pharmacotherapy. Finally, for anxiety disorders, various forms of CBT have demonstrated efficacy. Typically, use of SSRIs concurrently with CBT offers additional benefit for anxious youth. Though the format and focus of CBT varies depending on the specific anxiety disorder, most interventions involve psychoeducation, emotion identification and management strategies, cognitive restructuring, exposure, and familial involvement. Recent preliminary research also supports the use of other psychotherapies (e.g., attachment-based family therapy, parent-child interaction therapy, attention bias modification training) and healthy lifestyle changes (e.g., sleep, diet, exercise). In conclusion, CBT-based treatments currently have the most empirical support, and should be considered first-line psychosocial interventions for pediatric internalizing disorders.
Introduction
Though previously believed to be disorders of adulthood, research suggests that pediatric mood and anxiety disorders are common and of significant public health concern. Depressive disorders (major depressive, disruptive mood dysregulation, and premenstrual dysphoric disorders; persistent and/or other specified/ unspecified depressive disorders) are characterized by dysregulated mood (dysphoria/irritability) and/or anhedonia, vegetative changes (fatigue, sleep difficulties), and cognitive disturbances (feelings of worthlessness/ guilt, thoughts of death/suicide). Though bipolar disorders (bipolar I, II, and cyclothymic disorders; other specified/unspecified bipolar and related disorders) often include depressive episodes, their hallmark lies in manic symptoms (elated and/or irritable mood, pressured speech, grandiosity, decreased need for sleep, risky behavior). Pediatric anxiety is comprised of a larger class of disorders (separation anxiety, generalized anxiety, social anxiety, and panic disorders; selective mutism; specific phobia; obsessive-compulsive disorder; acute/ posttraumatic stress disorders), though all are characterized by: fear, anxiety, and/or worry; physiological arousal; and avoidance (or behaviors aimed at prevention) of feared stimuli/outcomes. See the Diagnostic and Statistical Manual of Mental Disorders, 5 th edition for diagnostic criteria [1••] .
Internalizing disorders in youth occur frequently and have high rates of comorbidity. A recent epidemiological study with adolescents reported prevalence of 31.9 % for any anxiety disorder and 14.3 % for any mood disorder (11.7 % for depressive disorders; 2.9 % for bipolar I and II disorders) [2] . For school-aged children, anxiety disorders affect 10-20 % of youth [3] , while depression and bipolar disorders each impact 2 % of children [4, 5•] . Though comorbidity is the rule, rather than the exception, when it comes to pediatric psychiatric disorders, co-occurrence of mood and anxiety is particularly common [2, 4] . Development of internalizing disorders typically involves interaction between biological vulnerability and environmental stressors. Symptoms follow a waxing and waning course and cause considerable social, academic, and familial impairment.
Regarding intervention, pharmacotherapy is common in treating youth internalizing disorders. However, psychotherapy is vital for teaching coping skills and addressing psychosocial stressors, while healthy lifestyle changes can regulate nutritional/circadian rhythm imbalances. For depression, cognitive-behavioral therapy (CBT) and interpersonal therapy are well established, while attachment-based family therapy and parent-child interaction therapy show promise. Family psychoeducation plus skill building is recommended for bipolar disorders, though CBT, dialectical behavior therapy, and interpersonal and social rhythm therapy have mounting evidence. Healthy lifestyle changes (sleep, diet, exercise) are commonly emphasized in mood disorder treatments. Regarding anxiety, varying formats of CBT are efficacious for separation anxiety, generalized anxiety, and social anxiety disorders, selective mutism, and specific phobia; however, attention bias modification training is also impactful for anxious youth. Regarding disorder-specific interventions, research supports the use of: social effectiveness therapy for social anxiety; panic control treatment for panic disorder; CBT incorporating exposure/response prevention for obsessive-compulsive disorder; and trauma-focused CBT for acute/posttraumatic stress disorders. Below we offer a summary of interventions and evidence classification based on recent research (emphasizing randomized controlled trials [RCTs] and studies of youth with diagnosable internalizing disorders). The Journal of Clinical Child and Adolescent Psychology offers in-depth review of psychosocial treatment outcome studies for depression [6] , bipolar disorders [7••] , anxiety disorders [8] , obsessive-compulsive disorder [9••] , and acute/ posttraumatic stress disorders [10] . , where adolescents were randomized to individual CBT (with parental component), fluoxetine, CBT+fluoxetine, or pill-placebo, combined treatment was associated with the most rapid and complete response [11, 12] . Similarly, in the Treatment of Resistant Depression in Adolescents study (TORDIA), switching antidepressants and adding individual CBT (with parental component) was superior to a medication switch alone [13] . However, according to other RCTs, combined treatment may not offer increased benefit over CBT monotherapy [14] or pharmacotherapy alone [14, 15] . Though the advantage of combined treatment over monotherapy seems to dissipate over time, these reasons are unclear (e.g., uncontrolled treatment usage during follow-up), and shortcomings of studies (e.g., attrition) limit interpretability of this finding. & Research also supports the use of CBT as a monotherapy in treatment of adolescent depression [Class I]. Numerous RCTs employing various CBT formats (group, individual, included parental component) and control conditions (waitlist; supportive, family, and relaxation therapies; life skills tutoring) demonstrated significant improvement in depressive symptoms, though be-tween-group differences were not always maintained at follow-up assessments [e.g., [16] [17] [18] [19] . One effectiveness study including children and adolescents using a usual clinical care control found significant improvement in depressive symptoms among both groups, though CBT was superior in terms of alliance, cost, length of treatment, and use of other services [20] . Finally, TADS monotherapy outcomes indicated that CBT did not differ from placebo and performed less well than fluoxetine in acute treatment, but monotherapy outcomes converged over time [11, 12] . & Most psychosocial treatment outcome studies for childhood depression included samples of at-risk youth with elevated symptoms [6] . [23, 24] . One effectiveness RCT using a mixed sample of children with depression, anxiety, and/or conduct problems demonstrated superiority of a modular intervention (flexible application of CBT) over usual care and standard evidence-based treatments (separate, disorder-specific protocols) [25••] . This study adds to the evidence base for CBT in treatment of youth depression, and also suggests that a flexible approach may be more effective in practice settings. 
Psychosocial treatments Depressive disorders

Interpersonal therapy
Separation anxiety, generalized anxiety, and social anxiety disorders
Separation anxiety, generalized anxiety, and social anxiety are the most common anxiety disorders and frequently comorbid. Thus, they are often studied simultaneously in outcome trials and are reviewed together here. While selective mutism is also a common childhood anxiety disorder, no RCTs have exclusively examined treatment of this condition. However, youth with selective mutism have been included in several of the studies reviewed below.
Cognitive-behavioral therapy
Overview & In general, CBT for anxiety disorders targets physiologic, cognitive, and behavioral symptoms via psychoeducation, emotion identification, somatic management strategies, cognitive restructuring, exposure, familial involvement, and relapse prevention.
& CBT for youth with separation anxiety disorder emphasizes identification of anxious, separation-related thoughts and feelings, recognition of physical arousal, and development of more effective coping skills (cognitive restructuring, relaxation strategies For example, recent studies demonstrated superiority of computerized and/or computer-assisted CBT over WLC and a computer-assisted education, support, and attention control. In addition, CBT with computerized components produced similar, comparable outcomes as clinic-based CBT. These studies further support use of CBT with anxious youth and also offer novel delivery formats to aid in transportability and dissemination of this treatment to real-world settings.
Social effectiveness therapy
Overview & Social effectiveness therapy (SET) is a behavioral group treatment specifically for social anxiety disorder involving psychoeducation, social skills training, peer generalization experiences, and in vivo exposure.
Empirical support
& SET was effective in ameliorating childhood anxiety symptoms and improving social skills in an RCT using a study skills control [58] . SET also demonstrated significantly greater treatment response rates relative to fluoxetine and placebo, and greater improvements in social skills, among a sample including children and adolescents [59, Class II] .
Attention bias modification training
Overview & Attention bias modification training (ABMT) for pediatric anxiety disorders is a novel treatment approach that teaches youth to shift their attention away from threat stimuli via computer training tasks. 
Specific phobia
Exposure
Overview & This CBT-based treatment focuses on graded, hierarchical exposure to stimuli via imaginal and/or in vivo exercises. 
Panic disorder
Panic control treatment
Overview & Panic control treatment is a CBT-based intervention that involves psychoeducation, coping skills, physiologic symptom reduction, cognitive restructuring, interoceptive exposure, and relapse prevention. Obsessive-compulsive disorder [80] . However, for youth exposed to a single trauma, an RCT comparing TF-CBT with and without exposure found comparable symptom improvement, suggesting that exposure may not be necessary for treatment gains among less impaired youth [81] . & Some of the treatments used as control conditions in the above-mentioned studies (child-centered therapy, family therapy) demonstrated some positive findings, though TF-CBT was typically superior [76, 78, 
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